In addition to optimised body posturing, an ideal eye position is imperative for ophthalmic surgeries for a smooth intraoperative course. In situations of long-term eso/exotropia with subsequent muscle contractures, centring the patient's eye becomes tedious. Such instances are unswerving to retro/peribulbar blocks (Fig. 1a) . The usual norm resorted to in such situations is to grasp and pull the opposite limbal conjunctiva with a toothed forceps, with each surgical step, increasing the risk of conjunctival tearing and bleeding (Fig. 1b, c) due to the resistance mounted by the contracted rectus and tight conjunctiva. It also compromises the surgeon's dexterity in addition. An attempt to centre the eye with in-situ intracameral/intravitreal instruments can be tried, but may not always succeed (Fig. 1d ). All these result in surgeon discomfiture, laborious manipulations, compromised glow and visibility.
To the rescue of the above, the contracted horizontal rectus muscle can be bridled with long cotton/silk sutures and clamped to the opposite territory of the sterile drape, giving a tight traction, centring the eye. After rotating the eye to the opposite gaze, the interested tendon can be grasped with superior rectus holding forceps (Fig. 2a) , and bridled using Arruga's needle holder. The mean distance from the anterior limbus to the mid-point of insertions of the medial rectus and lateral rectus is 5.3 ± 0.7 and 6.9 ± 0.7 mm, respectively [1] . Hence, the respective tendons can be grasped 6 mm from the nasal and 7.6 mm from the temporal limbus. The motility of the eye corresponding to the movement of the grasped tendon confirms that the muscle has been rightly picked up. This manoeuvre not just centres the eye, but also frees the surgeon's hand and provides unrestricted room for manipulation. It maybe of undue help in lenticular and vireo-retinal surgeries, where a coaxial view is vital. In the former, by fetching maximum possible illumination and a worthy red glow, it aids in a confident capsulorhexis, phaco-aspiration of lens matter and assessment of the posterior capsular status [2] , while in the latter it offers the view of posterior pole.
In simple cases, a peribulbar or retrobulbar block may avert this, however, in cases of long-term strabismus where the root cause is a muscle contracture, an extra mile is deemed necessary. Bridling the superior rectus is a time tested technique used for cataract and glaucoma surgeries [3, 4] , which is even now resorted in difficult situations. Similarly, bridling the horizontal rectus may be adopted to centre the eyeball in cases with contractured horizontal recti (Fig. 2b) .
The possible complications of this technique include bleeding, subconjunctival haemorrhage, soft tissue bridling, muscle haematoma, muscle damage and scleral perforation. However, given the familiarity and ease of this age-old technique, their chances are meagre. Also, being a one-time transconjunctival technique, the risk of overt bleeding is minimal.
In conclusion, bridling the vertical recti for cataract surgeries is well known. We extend this idea to the horizontal recti, to manage cases of long-term horizontal strabismus with tight forced duction test providing a simple solution to centre the eye and combat surgical complexity.
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I enjoyed reading the article by Buchan et al. [1] , and agreed with the authors' proposals until I read that 'Bilateral cataract patients can be treated with just three hospital visits…' but surely the answer should be 2 not 3? If the patient has bilateral cataract and no specific contraindication, why can they not have a first hospital visit to confirm the diagnosis, obtain consent and biometry, followed by second hospital visit for ISBCS (Immediate Sequential Bilateral Cataract Surgery)? Follow-up and data on optical outcomes can be done in the community by accredited optometrists. The risk of bilateral endophthalmitis, which has never been described with modern techniques correctly applied, is now calculated to be of the order of 1 in 12 million operations [2] . TASS should never occur and is probably rarer than endophthalmitis although hard data doesn't exist. Fears about biometry have largely been overcome with optical biometry and improved formulae such as the Hill RBF. Published data from a large American series shows no difference in outcome between ISBCS and 2 delayed sequential cataract surgery [3] .
In seeking improvements, we should not cling to outdated fears which complicate cataract management pathways. The UK should follow other countries such as Finland where the cost advantage of 839€ per patient (at 2011 costs) is well recognised [4] and conversations with local ophthalmologists indicate that the majority of cataract surgery is now ISBCS.
There is nothing more powerful than an idea whose time has come.
Compliance with ethical standards Fig. 2 a Medial rectus tendon held with superior rectus holding forceps and pulled temporally to confirm lateral movement of the eyeball. b Cotton suture used to bridle the medial rectus and traction applied temporally by clamping along with the sterile drape. Note the centration of the eyeball and resultant ease to proceed the surgery
